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The treatment of congenital talipes 
equinovarus must not be rigidly determined 
but must be suited to the individual case; 
it may be by one method or a combination 
of several methods that success is obtained. 
At the Brisbane Children's Hospital we 
often follow a method described by Stuart 
A, Thomson (1942), of Toronto, using a 
modification of the Denis Browne method 
and splint. It has the advantage of being 
a dynamic correction, the baby kicking 
against a force which tends to straighten 
his feet while developing his muscles. 
However, a strap and buckle are fre-
quently used, particularly when the defor-
mity is not so great, and the foot mobile. 
If, after some months, splinting has not 
produced enough progress, wedged 
plasters, or manipulation and plaster, may 
be deemed necessary. 
When we see the baby soon after it is 
born, we manipulate the foot, maintain 
some correction with strapping, and show 
the mother the manipulations. If the foot 
has a severe degree of deformity we apply 
the splints before the baby goes home from 
hospital, at the end of the week. The 
mother is instructed to remove them care-
fully the day before she returns to the 
clinic, so that the skin is relieved of 
pressure overnight and the baby can be 
bathed thoroughly. Thereafter the splints 
are renewed every week. 
The splint is cut to the shape of the 
foot and must fit closely, especially in 
length, but the forefoot should be wide 
enough to permit a lateral pull to be given. 
The side projection, unlike the original 
Denis Browne splint, is very short and 
reaches only as far as the lateral malleolus. 
There is a small projection to anchor the 
heel down. The splint is made of alumi-
nium and is covered with adhesive felt or 
foam rubber. 
1 Summary of a lecture-demonstration at the Eighth 
Biennial Congress of the Australian Physiotherapy Asso-
ciation, May, 1960. 
The cross bar at first corresponds to the 
width of the baby's hips and is screwed 
into adjustable holes under the heel of the 
splint. Later it may be made shorter. 
Tincture of benzoin compond is used 
to protect the skin, and lint cut on the 
cross covers pressure points (the head of 
the first metatarsal, base of the fifth meta-
tarsal, and tendo Achilles). The splint is 
checked for fitting; the upper ends of the 
lateral projection usually have to be turned 
out slightly to avoid pressure against the 
leg. 
Two 20" to 24" (50-61 cm.) strips of 
sticking plaster about one-quarter to one-
third of an inch (60-80 mm.) wide 
(depending on the size of the baby) are 
measured, and faced one end for about 
2" (5 cm.), leaving about one inch (2*5 
cm.) of this facing over. 
Two much wider pieces 18" to 22" 
(45-56 cm.) long, three quarters to one 
inch (2-0-2-5 cm.) wide are also measured. 
Four similar strips are required for the 
other foot. 
An assistant who understands what is 
being done (usually the mother) is very 
helpful. She holds the other leg to prevent 
kicking, and also the thigh of the 
leg being strapped to maintain hip and 
knee flexion. The baby may now object, 
but the mother is often able to distract 
his attention. 
Two loops are made with the first narrow 
strips of sticking plaster described. The 
faced ends are used and one loop pulls 
medially just above the mid-tarsal joint 
while the other pulls laterally over the 
head of the first metatarsal (Figure I ) . 
The inch of facing is now stuck under-
neath the splint and the foot held firmly 
while these two initial loops are drawn to 
the desired tension to correct forefoot 
adduction. The strips are then continued 
around the forefoot two or three times to 
cover it, and may be completed by passing 
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behind the foot to attach to the small 
posterior projection. This last strip beneath 
the lateral malleolus cannot be drawn tight 
until the inversion deformity has decreased. 
The amount of correction that will be 
possible is now estimated and the assistant 
holds the foot in this amount of dorsi-
fiexion and eversion (the hip and knee must 
be flexed.) The first wide strip is now 
passed from beneath the medial side of the 
FIGURE I. 
knee, anteriorly across to come straight 
onto the side projection (Figure I I ) , down 
to the posterior projection, under the 
heel and up across the medial malleolus 
anteriorly, to cross the lateral projection 
(at a right angle to its previous turn), 
then behind the leg and again across the 
medial malleolus to finish on the outer 
border of the foot. The tibia and fibula 
are now held firmly to the lateral projection. 
The second wide strip is similarly 
applied. It starts below the lateral side 
of the knee, passes anteriorly over the 
medial malleolus to the posterior projec-
tion (with counter pressure from the 
assistant holding the thigh against firm 
pressure under the sole of the foot, this 
piece may be put on with enough tension 
to pull the heel down and stretch the 
tendo Achilles), from the posterior pro-
jection to the lateral projection, around 
the leg and from the edge of the lateral 
projection to finish over the first meta-
tarsal (this last turn helping to pull the 
adducted forefoot laterally). 
At first the splint is often applied per-
mitting the foot to remain in some degree 
of deformity as too sudden a correction 
cannot be tolerated. 
The forefoot is attached to the splint, 
the strapping not too tight, although tight 
enough to prevent friction. The foot is 
still plantar flexed and the heel will not 
come down onto the splint. Each time the 
splint is applied there is some improve-
ment in the foot. The tendo Achilles is 
gradually stretched until the heel is flat 
on the splint, that is, until there is dorsi-
flexion to a right angle. If inversion 
persists and the calcaneus is tilted, this 
may be corrected by an extra piece of 
strapping passing behind the heel, pulling 
it firmly toward the lateral projection. As 
the foot is turned out into eversion, the 
lateral projection itself is bent outward, 
the original right angle between it and the 
sole plate being gradually increased, 
Underneath the heel of the splint are 
a screw and holes for fitting the cross bar, 
which has a corresponding spike. The 
splint may be attached to the cross bar at 
any angle, from the sagittal to the frontal 
plane. The cross bar itself may be bent, 
at first slightly up to fit the deformed foot, 
and later gradually downward to reinforce 
the correction. 
FIGURE II . 
When the foot has been turned out to 
a right angle, with the bar bent downward, 
flexion of the hip and knee actually force 
the foot into dorsiflexion. If the cross bar 
is shortened the foot is forced further 
into dorsiflexion. 
At the first application the circulation is 
often embarrassed and the baby distressed. 
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He should be kept at the hospital for two 
hours before the mother takes him home. 
The mother must be warned of signs of 
trouble. She must be shown what is meant 
by "blue" toes and know that she may (a) 
decrease the degree of outward rotation on 
the cross bar by adjusting the crew, (b) 
remove the cross bar altogether, or (c) if 
that fails to relieve the distress, remove 
the splints immediately. 
The time for which splints are retained 
varies and depends to a certain extent 
upon the severity of the original deformity 
and the successful application of the 
splints. The sooner correction is obtained 
the better, but in severe cases we have kept 
them on for six to ten months. 
When the foot is overcorrected it may 
be held by a buckle and strap. If the 
baby is ready to stand, bootees with an 
inside iron and outside "T" strap are often 
prescribed, or reversed bootees may be all 
that is necessary (Sabel boots are now 
being made in Australia). A build-up on 
the outer side of the sole is frequently 
added. 
The mother it taught to maintain a full 
stretch of the tendo Achilles daily as a 
further precaution. She should bring the 
baby back regularly for advice in regard 
to splinting and to see that the surgeon is 
satisfied with the foot as growth proceeds. 
A relatively good foot and a normally 
happy child are both desirable and it is 
hoped that this will be obtained in the 
majority of cases. 
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